Tumours arising in the small area at the base of the brain between the optic chiasma and cerebral peduncles are common and include meningiomas, suprasellar and pituitary neoplasms, aneurysm of the circle of Willis, and chiasmal arachnoiditis with cyst formation. Tumours arising in the optic chiasma and nerve sheaths, however, are very uncommon. In all these conditions, visual symptoms may obtrude to a degree that renders clinical differentiation difficult. In the case of chiasmal glioma here reviewed, diagnosis was much simplified by the characteristic radiological features.
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Case Report A bright and alert male child aged five and a half years was referred because of defective vision in the right eye. There was nothing relevant in the past history. He was the elder of two children of normal parents. Pregnancy and labour were normal and the birth weight was 6 lb. 5 oz. He had been artificially fed from birth, he thrived and developed well, and all the milestones were normal. At the age of fifteen months he had a sore throat with an accompanying convulsive episode attributed to high fever. Three months later he contracted measles and again exhibited two tonic convulsions in association with a high temperature. Unconsciousness lasted two minutes on each occasion. These febrile convulsions are in keeping with the cortical dysrhythmia which was found later in the electroencephalogram, and which was presumably of the inherited type as both his father and younger sister had convulsions under similar circumstances. He had remained perfectly well until two and a half months before admission, when he complained of a slight headache, frontal in distribution, worse in the evening and improving in the morning. He had two further headaches of similar nature. The parents consulted an ophthalmologist, who reported that the child was blind in the right eye, the left being normal. The child never complained that he could not see, nor had his school mistress suspected defective vision. There was no nausea, vomiting, polyuria, polydipsia, or loss of weight.
On examination it was found that the child's faculties were normal. He was not ill, nor in any discomfiture. There was no jaundice, cyanosis, dyspnoea, or oedema. Temperature, pulse rate, and respiration, heart, lungs, and abdomen were all normal. Blood pressure was 100/60 mm. Hg. Davis (1940) , reviewing the literature since 1876, found thirty-eight cases associated with neurofibromatosis, in twelve of which there was an hereditary element. Vision is involved early, and marked deterioration or even blindness may be present before symptoms of cranial hypertension manifest themselves. Visual affect is bizarre, optic atrophy and central scotoma tending to appear rather than bi-temporal or homonymous hemianopia. Where the nerve head has been invaded, exophthalmos may be present. In many of the reported cases endocrine symptoms have been absent, though Ford states that polydipsia, polyuria and-obesity, consequent on pressure on the hypothalamus, are common. The radiograph shows a bulging or erosion beneath the anterior clinoids; enlargement of the optic foramina can often be observed.
Differential diagnosis. Other conditions involving the optic chiasma require consideration in the diagnosis, namely craniopharyngioma, pituitary tumour, aneurysm of the circle of Willis, suprasellar meningioma, and chiasmal arachnoiditis with cyst formation.
CRANIOPHARYNGIOMA. This is a not infrequent tumour of childhood, constituting roughly oneseventh of all intracranial neoplasms at this age, and is the most important condition requiring differentiation. The subject has been well reviewed by Ingraham and Scott (1946) , who point out that, in contradistinction to chiasmal glioma, signs of intracranial hypertension such as headache and vomiting precede visual disturbance. The latter takes the form of lower quadrantic defects proceeding to bi-temporal hemianopia. Optic atrophy may occur. Evidence of acute hydrocephalus can be established by ventriculography. Pressure on the hypophysis commonly leads to arrested skeletal development, whilst hypothalamic signs are rare. In the radiograph suprasellar or intrasellar calcification is present in 75 per cent. of cases. Separation of sutures, convolutional atrophy, erosion of posterior clinoids, enlargement and distortion of the floor of the sella may also be noted in the radiograph. Pressure atrophy of the anterior clinoid processes is seldom marked, and when marked generally involves the superior surface of the anterior clinoid process in contradistinction to the chiasmal glioma (Plate VILe).
PrrurrARY NEOPLASM. especially the manner in which the main stress falls on the posterior clinoid processes.
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